
CFS 428
State of Illinois

Rev. 4/2001 Department of Children and Family Services

APPLICA11ON/RECORD OF CHILD iNFORMATION

Name of Child

_____________________________________________

Birthdate

_________________

Sex

Address

__________________________________________________________

Date Child Received

__________________________________________

Date Child Left

____________________

PARENT OR OTHER PERSONS(S) PLACING THE CHILD

Name

____________________________________________

Name

______________________________________

Relation to child

_______________________________________

Relation to child

_________________________________

Home address

____________________________________

Home address

_______________________________

Phone Number

__________________________________

Phone Number

_____________________________

Place of employment

_________________________________

Place of employment

Address

____________________________________________

Address

______________________________________

Phone Number

____________________________________

Phone Number

_______________________________

Working hours

___________________________________________

Working hours

_____________________________________

OTHER PERSON TO NO1WY IF PERSON PLACING THE CHILD CANNOT BE REACHED

Name

____________________________________________

Address

_____________________________________

Phone Number

____________________________________

Relationship

_______________________

PHYSICIAN TO CALL IF CHILD BECOMES ILL OR INJURED

Name

______________________________________________

Address

_______________________________________

Phone Number

______________________________________

Hospital or Clinic

_______________________________

PROGRAM

Days per week__________________________________ Hours of care

______________________________

Rate of pay (optional)

________________________________

Signature of parent or other person placing child Signature of caregiver Oate

A completely filled in form must be kept by the licensee for each child not related to the licensee. Please have this form available at all

times to licensing representatives of the Department of Children and Family Services. Contact the Area Office for supplies of this form



If the child has any of the following, please explaining:

Medical problems

________________________________

Physical handicaps

_______________________________

Restrictions for play—outdoors

_____________________

Restrictions for pta y—in doors

_________________________

Allergies

Food likes

Food dislikes

Fears

Does the child take a nap?

_________________________

Time

_________________

Length

________________

Is the child toilet trarned?

Does the child have special names for objects? (potty, cookies, dunks, etc.)

___________________________________________

Does the child regularly take medication?

____________

If so, what kind and directions

____________________________

lithe child is
an infant, wtiat are the Ieeding instructions?

________________________________________________________________

Time

_______________________

Amount

_______________________________

Temperature

Diaper changes. Powder

________________________________

Ointment

_______________________________

Other information that ll help in caring for the child

_________________________________________________________________

Comments:

ALL INFORMATION SHALL BE REGARDED AND HANDLED CONFIDEN11ALLY



AUTHORIZATION FOR PICK UP

Please list all persons, including parents and guardians, authorized to pick up your child along with

a 4 digit H) code that will allow them to sign in and/or out your child. The 4 digit code cannot start

with a 0.

Name Address Phone Relationship to Child ID Code

I

Parent Signature:

_______________________________________________

Date:



MISS MONA’S EMERGENCY INFORMATION FORM

_________________________________________ ________________

State: Zip:

________

__________________________

Work Phone:

___________

___________________________________________
________________

State: Zip:

_________

________________________________

Work Phone:

__________

_________________________________________ ___________

State:

____

Zip:

________

List Any Medical Conditions:

_____________________________________________________________________

Al]ergies:

Name of Physician:

________________________________________________

Phone:

______________________

Address:

Choice of Hospital:

My Child May View Movies Rated: (Please circle): G PG PGY3

If 1 cannot be reached in an emergency, please seek medical attention: Yes No

Child’s Name:

______________________________________

Age:

_______

Birth Date:

Address:

____________________________________________________

City:

____________________

Mother’s Name:

____________________________

Home Phone:

Address:

_______________________________________________

City:

__________________

Father’s Name:

________________________________

Home Phone:

Address:

___________________________________________

City:

___________

Emergency Contact:

Relationship to Child:

__________________________________________

Phone:

List Authorized Adults Allowed to Pick Up Child:

Name Address Phone

Signature of Parent/Guardian: Date:

_______________



FOR USE IN DOES CHILD CARE FACILITIES

LS
5lease Pttnt

Student’s Name Birth Date Se School Grade Level IW#

Last First Mddte Mosth/Day/ Yeas

Paseni) T&ophoaa N
Addrese Soreet Oty 1W code Gsiardiaii H Work

flvf?vflJNIZA’flONS To be completed by health care provIder. Note the mo/d&yr for dose administered. The day and month is required if you cannot determine if
the vaccine was given the minimum interval or age, H a specific vaccine Is medically contraindicated, a separate written statement must be attached explaining
the medical reason tor the ---

1 2 3 4 I 5 6
VACCINEIDOSE MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR

Diphlheria, Tetanus and Pertussis I — — — —

(DTP or DTaP)

Diphtheria and Tetanus (Pediatric DT orTd)

Inactivated Polio CIPV)

Oral Polio fOPV)

Haemophilus influenzae type b (1Db)

Hepatitis B (HB)

Varicella (Chickenpox)
Comments

Corn brned Measles, Mumps and Rubella = — — — — — =

hCMM — — — — — — —

Measles (Rubeola)

Rubella (3-day measles)

Mumps

Pneumococca] (not required for school entiy) DPCV7 DPPV23 DPCV7 DP?V23 D?CV7 DPPV23 DPCV7 DPPV23 CPCV7 DPPV23 DPCV7 DPPV23

Check specific type (PCV7, PPV23)

Other (Specify hepatitis A, meoingococcal, eta.)

Health care provider (PvID, DO, APN, PA, school bealth professional, health official) verifying above immunization history must sign below.

Signature Title Date

Signature

(If adding dates to the above immunization history section, put your initials by date(s) nd sign here.) Title Date

Signature

(It adding dotes to tbc above immunization history section, put your initials by date(s) and sign here.) Title Date

AIThRNATWE PROOF OF IMMUNITY
I. Clinical diagnosis is acceptable itverified by physician. (MJ meeses cases diagnosed on or after July I, 2002. must be confirmed by laborasory evidence I

*MEASLES (Rubeola) MO DA YR MIJMPS MO OA YR VARICELLA MO O.k YR Physician’s Signature

3. Laboratory confirmation (check One) El Measles El Mumps C] Rubella El Hepatitis B El Varicella

Lab Results Date MO DA yn (Attach copy of lab report, if available.)

VISION AND REARING SCREENING DATA

Pre-school — annually beginning at age 3; School age — during school year at required grade levels

Date
COtiti

Ag&Cradc j I I I FFAII

P C P L R L P C R L R L P L R L L p L UUnableto

Vistoo
R = Referred
G/C Gtass&

Hearing Contacts

Printed by Authority of the State otillinois

(Complete Both Sides)

STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES

CERTIFICATE Of CHILD Hi&tm EXAMThATION

2. History ofvaricella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.
Person signing below a veriFying that the parentJguui-dian’s description of vancdlla disease history is indicative of past infection and is accepting iuch history as docizacciabac of disease

Date otDisasse Sienocure Tide

.444-4737 (R-0J-05)

FS 600
ev /2OO5



Student’s Name

flEAITII HISTORY
ALLERGIES (Too drug, mimi. nihw)

Diagnosis of asthma?
Child wakes during lisa night coughing

Birth defects?

Developmental delay?

Blood disorders? Hemophi
Sickie Cell, Other? Explain.
Diabetes?

Yes No
Yes No

Yes No

Yes No

Yes No

Yc No

M,,niir!Dsy/ Ycnr

Scx School

Ii.l)ICATION (5i.i ati prwcribed nr iskon on, reg,inr usc

Loss of function of one of paired
organs? (aye/car/kidney/testicle) No

Hospitalizations?
When? What for? Yes

Surgery? (List all.)
NWhen? What for? es o

Serious injury or illness? yes

Yes No

ntire section below to be completed by MDJDO/APN/PA (u’tolcATEs TESTINC. MANDATED FOts STATE LICENSEO CHTIfl CART rAft rnesc —

PHYSICAL EXAMINATION REQUIREMENTS HEiGHT

DIABETES SCREENING BMI>85% age/sex Yes El No El And any two of ins following Family History Yes U No U Ethnic Minority Yes El No El Igns of Insulin Rcsistancc (hypertension, dyslipidensia, polycystie ovarian syndronie, ncanthnsis sgricnns) Yes U No U At Risk YcsU No U —

.EAD RISK QUESTIONNAIRE’ Required for children age 6 months through 6 years enrolled iii licensed or public school operated duy core, presebonl. nnirsc,y celioni md,er kIndeTgnrIrn
mod Test Indicated? Yes El No El Blood Test Date Blood Test Result (l3lood test required in Chicago and oUter high risk zip codes
13 SKIN TEST Recommended only for children in high-risk groups including children who are isimunosuppressod due to HIV infection or other conditions, recent UUiUtgrssts £10111 high
evalesce countries, orthose cxposedto adults in high-risk categories. Sec CDC guidelines, Date Read / / Result mm
.AB TESTS 1NDICATES TESTING
‘iNflATED POE SA1I Lscv crm Date Results Date Restilts
iRE FACfl.TnES

emoglobin * or Hematocrit Sickle Cell (as indicated)
rinalysis Other
YSTEM REVIEW Normal CommentsfFollow-upfNeeds Normal — CommentslPollow-uplNccds

uin Endocrine

ars Gastrointestinal —— ——

ENTAL TIEALTHJOTHER Is there anything else the school should know about this student?

‘ou would like to discuss this student’s health with school or school health personnel, check tide U Nurse U Teacher U Counselor U Principal

,sicianlAdvnnccd Practice Nurse/Physician Assistant perfonning examination

at Name Siatarc Date

dress Phone

Lou Middle

Birth Date

TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND ‘ERWIED BY URALTU CARE PI1OVWEP

Indicate Severity

Jrs1I Lrvtb II) H -

No ——

Head injury/Concusaion/passcd out? Yes No fk1n test positive (pastlprescnt)? y1 No
Seizures? What are they like? Yes No TB disease (post or present)? Yesd No
Heart probhemlShortness of breath? Yes No Tobacco usc (type, frequency)? y No

arfHearing problems?

No

Ileart murmurft-Iigh blood pressure? Yes No Alcohol/Dreg use? Yes No
Dizziness or chest pain with

N Family bisthiy of sudden deathnxercise? as 0
before age SO? (Cause?)

I
‘tfvcs, refer in ocr! health
department.

one/Joint_problemlinjury/scohiosis? Yes No

jY Noj

yefVision problems? Glasses U Contacts U Last exam by eye doctor Dental fl3mces DBndgc OPIate OtherDther concerns? (creased eye, drooping lids, squinting, diflicsilty rending) Other concerns?

tntormah,on may be shared with npproptrste personnel for health and mtumt,snai pIIrpostcs
ParastUGuard tan
Sisniaturn

WEIGhT DM1 an’

yes Normal YeaQ NoD
Anibtyopis YnaD NoD

Iroat

Objective cm-caning YcsD NoD Result________
Referred to Opthahssotsgi&Optometriat YanG NoD

outh/Dento]

srdtovascu] arfHTh

Genito-Urinaiy

sspiratory

Neurological

Musculoskeletal

l.?vflh

Spinal examination

Nutritional status

EEDSIMODWICATIONS required is tire school ceadog - I)IETAR’t’ NordrjRcntdctioes

‘ECIAL INSTRUCTIONS/DEVICES e.g. safety glasses, glass eye, chest promoter for crrtiyitirnia, paceroisker. presilielic dec’iea. doOmt Ii,cmlgr. fuse cclii, OhittetId ndmt,porlei,p

Mental Health

the basis of the examination on this day,lapprovc this child’s participation in
YSICAL EDUCATION Yes U No U Modified U

4ERGENCY ACTION needed while at school due to child’s health condition (e.g., seizures, asthma, Insect sling, food, peanut allergy, bleeding problem, djnbctes, hmsurt prohilciiml5

s U No U If yes, ptease describe.

(If No or Modified,plesc attach explanation.)

U’JTERSCIIOLASTIC SPORTS (for one year) Yes U No U Limited U

(Complete both sides)



Late Pick Up Policy Amendment
June2005

The late pick-up policy of Miss Mona’s Child Care Center states that if your

child is here past the center’s closing time, you will be charged the late pick

up fee of$ 10.00 for 15 minutes or any part of thereof and $1.00 per minute

thereafter. This policy remains in effect with the following additions:

1. The staff member in charge will attempt to reach the parents via

emergency contact information, which has been provided by the parent.

After a reasonable amount of time as passed, if the parents have not been

contacted, staff member would contact authorities for help in contacting

parents.

2. The director will periodically check emergency information as to

accuracy for this exact purpose.

3. The staff member in charge will be certain at all times to be responsible

for the child’s well-being and at no time wilt the staff member make the

child feel responsible for the situation.

I
parent/guardian

of
child

Have read and understand this amendment to the Late Pick Up Policy of

Miss Mona’s Child Care Center.

Signed Date



Miss Mona’s Child Care Center

Hopedale Medical Complex

Consent to Treat/Wavier and Release

Minor Child’s Name:

_____________________________________________

Waiver & Release

Miss Mona’s, CLC, U/b/a Miss Mona’s Childcare Center, and the Hopedale Medical Foundation, d/b/a Hopedale Medical Complex, hereinafter

referred to individually and collectively as “Miss Mona’s”, is committed to cDnductlng its programs and activities in a safe manner and holds the

safety of our children in high regard. The parents/guardians and custodians of minors enrolled in our program(s)/activitylies) understand that

although child safety is Miss Mona’s number one concern, there is still an inherent risk of injury to children when they participate in our

programs/activities, especially when playing or engaging in physical activity.

In light of the above, in consideration of Miss Mona’s providing its services to the minor child/children, the undersigned on his/her behalf and

on behalf of the minor child/children, does hereby fully release and forever discharge Miss Mona’s , LLC and the Hopedale Medical Foundation,

d/b/a the Hopedale Medical Complex, and their respective managers, officers, directors, employees, agents, successors and assigns, from and

against any and all claims for injuries, damages or losses and liability that the undersigned or the minor child/children may sustain or which may

accrue to the undersigned or the minor child/children, which arises out of, or is connected with Miss Mona’s program and activities, unless said

losses/liability or damages are the result of willful and wanton conduct.

The undersigned has read and fully understands the above waiver and release of all claims. The undersigned’s signature below is on his/her behalf

of any and all minor child/children enrolled in or participating in Miss Mona’s programs and activities, even if said minor child/children’s names are

not specifically listed below. If both parents/guardians have not signed this document, the undersigned states that he/she is authorized to sign on

behalf of the other parent/guardian, and the undersigned agrees to indemnify and hold harmless Miss Mona’s, [IC and the Hopedale Medical

Foundation and the released entities from and against any and all liability, losses, claims/demands made against said entities by the non-signing

parent/guardian.

Consent to Treat:

In the event of an accidental injury or sudden acute illness to the minor child participant, the undersigned, for himself/herself and on behalf of the

minor child participant, HEREBY CONSENTS and permits the Miss Mona’s and Hopedale Medical Complex personnel to administer First id or

contact local EMS to care for and treat the minor child and to transport said child to the hospital Emergency Room if deemed necessary by EMS,

HMC or Miss Mona’s personnel. If Hopedale Medical Complex or Miss Mona’s personnel are unable to immediately reach the parent/guardian of

the minor child participant to obtain verbal consent, said permission to treat and transport by HMC and/or EMS personnel is granted. Note: Miss

Mona’s personnel will always attempt to immediately contact a parent/guardian/authorized person in an emergency.

This release and consent also applies to any other related programs conducted at or by Miss Mona’s, regardless of location, whether on site or off

premises, and shall remain in force and effect for S years or until revoked by the undersigned in writing by delivering a copy to the C.O.O of

Hopedale Medical Complex, whichever occurs first, This consent may not be retroactively evoked.

Parent/Guardian (Signature) Date

Name of Minor Child (Please Print) Age

Emergency number where parent/guardian/authorized person can be reached if minor child participant is in need of Emergency

medical treatment or in an emergency:

Authorized Contact No. 1: Phone

______________________

Authorized Contact No 2:_

______________________________________

Phone #



Hopedale, IL 61747

CONSENT TO PHOTOGRAPH AND USE IMAGES

The undersigned parent/guardian hereby consents to the photographing of his/her minor child

doing activities at Miss Mona’s. These photos will be taken by an agent of Hopedale Medical

Complex (HMC) and Miss Mona’s Childcare. In consideration of the above the undersigned will

be provided a free copy of any photographs taken by HMC of his/her child/ward and the

undersigned hereby gives consent to Miss Mona’s and HMC to publish and display said

photographs on site at Miss Mona’s, on HMC or Miss Mona’s advertising or brochures. No

further consideration will be paid for the use of said photos.

Signed____________

Minor Child’s name

PD Box 267

Date



MISS MONA’S AUTHORIZATION FORM

FMERGENCY MEDICAL TREATMENT

This authorizes the staff at Miss Mona’s Child Care Center to secure EMERGENCY

medical care for my/our child when I/we cannot be immediately teached at the time of

emergency. In the event of an emergency a staff member will take yocir child to be

treated at the Hopedale Medical Complex Emergency Room. I/we will be responsible for

the emergency medical charges upon receipt of the statement.

Signature of Parent/Guardian Date

ADMINISTER PRESCRIPTION MEDICATION

i/we authorize Miss Mona’s Child Care Center to administer prescribed medicine to

my/our child as specified in the prescription’s directions for administration.

Signature of Parent/Guardian Date

ADMINISTER OVER THE COUNTER MEDICATION

I/we authorize Miss Mona’s Child Care Center to administer over the coctnter medication

to my/our child as specified in written instructions.

Signature of Parent/Guardian Date

FIELD TRIPS

1/we authorize Miss Mona’s Child Care Center to take my/our child on walking trips,

specia] excursions, and to nearby public park facilities.

Signature of Parent/Guardian Date

PUBLICITY

I/we authorize Miss Mona’s Child Care Center to photograph/video tape my/our child

with the understanding that such photos or videos may be used for publicity.

Signature of Parent/Guardian I)ate



Policy Sign-off

1/we, the parent/guardians of___________________________________________

have received and read a copy of Miss Motia’s Child Care Po]icies and

Informational Packet, understand it including the Guidance and Discip]ine

Policy, and agree to its terms.

Signature

________________________________________

Date

Signature___________________________________ Date

** Please sign and return to Child Care Director.
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IES OF ALL HOUSEHOLD MEMBERS FOSTER CHILD SNAP OR TANF CASE NUMBER k,l) II) lrn 6 you hsru SNAPO’

M1061e 11,1,61 Lull
Age:1O11,crr g5ch;ld rare vcgauesponsiosiy fAN1 case ,rv,rrbe Al ic’vsl ore SNAPI IANT orAl he p101011011 1111)010

z.
jess,Msgranl Or Runaway

J Homeless Mqrani Hisrawey

——
r M2jvoi Coo’c/u’,llol

Duly

(dGross Income tbetore deductions) You must tell us how much and how ohen
—

GROSS INCOME AND HOW OEN IT WAS RECEIDED {Eoauldle SlOO/ulo,rlll 6100 /l,oCa 111010111 SlOODoOy 0/IC 1000k SlO)T10CCI,1

NAMES

I Al C I IOUSELIOLD MEMI3L 115 COmIngs P1001 Work Welfare CirCa Prrsrons fler,re,rreni ) Woikc0 s Conrp Urremnp/oy

Will I INCOMP)
)/JeIole Deducllolrs) Suppoi. Ala000y Socal SOculIly

InClIl SM ‘Ic (All al/rn, ‘‘come)

Ar,,Ou,rl F-ISo, oiled Ar,roo,il Nov 011011’ 510o,,,li O10 ll,’
0011 1-1010 011cr,’

dull lIOusOllOld 11)010601 1111151 SIQm lbS appllc0lllolr II P/or 5 5 CorriplelecI 01 II 60I0 lIlCOrI1E A X X X — X X —

I Ire 6duIl slgnlllq 1110 loIn lImosl 0160 /151 1110 1061 /001 dlglls Ills or he’ social seclllrly flumbe — — —

Ilk he ida Aol /1,11,6/1 sucror/ seclrrIl’ ,rr,rrrber boo

SOCIOI Sectlrlly Nulirber

l/ 0/i rlr/QrIl1a/lQrl cm ills /lpphcoilorl re flue Old ril ulco,rre A rep0000 I urldeml/1rld lire cenle’ v/I Gel fede,url i,,,Ids Dosed On lIre ,,lIo,,lrCl,u,r I QIe I lrllCIHr ,lb,rrl 1/10 ,ll5lr/rlI’OIl ill,rlOlS

ooard o(Edt,cai,on or Office of inspec/or Gerrerai may verrk, firs ,rfomiairorr or lire appicaI’on Oeiibemre rrrlslepreserr/a/rorl 0/i—IC rrr/0,rfl/iilOrl rIloy s’bjec/ ‘110 /0 plusectlllorr under

noble slate 01,01 /pfip’/ iou’s

Dare Pmrnied merle o(Adcr/r Hocrse/ro/d Merrrbe’

fctInloation Optional)

Slglrarclre 0/ Adolf Ho,,sellold ,Cic,rr0er

‘AC V ACT STATEMENT Th W,cira,d C Posse/i Nai,o,rel Sc/roof Crrrrch Ac, lec/urles lire ,ll/ornI6i,o,r OIl /hls app/calrol Yot, do 0/ ir6vO fo gIve /ire ll/OrrlrCilorr DIII /yOrI do 101 are

01 Cpyrove yorrr c/rId for free a’ I edr’c Od-pIrce mea /5 You rrrus I II ‘dude 1/re /Csf for, dlglrs of The soc’a/ sectrraly r rr,rnber of r/le a dt,ll i,OuSO /10/ct “err Ide, lu/lu S’’ S //IC ,r;rplrc ala, I Tire

‘Jaecuu/y II ,,llbe, I S 1101 r eqrvr ad vi roll /‘Otl apply or’ Della if of a (Os Ic, c/”ic/ or you list a ScrpC/enrerrla/ N,,l,l/,Olr A 5510 fOr Ice P ogr /1 ri (S NA P) Tell rpor Cl)’ A 5,6/Cr Ice fo Aloofly Par rrrl,es

F) Pogiarr or Food D,si,rbithorr P.’ OQr CIII 0’ I /rrcka r I Reserve/lOrIS (FDPIR) case I ri, riije I 01 01/re, FOP/A del Ill/er for you’ 0/11/0 or ,-,‘irer r yo rr ,r rdrc 110 ill/li 1/Ic du/l IIur,s elro/c/ ,riembe,

rg Ide 00d/1r,lrIQrr d000 r 0/ /10 l’P A 500111/ 500111 rr/1 II r,rrber We mr/i 1150 /‘QCII in 101111011011 /0 defer ,rr ye ,f yorir cOld 5 errqble fr /1 ce o, red, ,crcI /11 ICC I I/IC 15 1I ti /0 dIv rmSIr,Il,Orr lirlc/

ceme,,l of I/Ic Cim,ld aId Ac/Il/i Care Food P,ograrrr 14’e MAY s/Ide J/OIII elrglblilfy ,Ilfolrnaflorl v,rIfh edt,dal,Orr Ireair/r a,ld lr,Itrll,orr plog’oIrls iv Icrp I/le,ll evoir,ClE frlrrr/ Or T/eierrlllrle

(‘Is (01 lire,, PlOgrCflIS aIIdlIOrS for prQgIclfll euler-vs Cod lao,’ en/orcenrerri o1f,Cis /0 help Iherrr look r,riO v,oiel,0,rs of p109001 r,,/es

0 CARE REPRESENTATiVE USE ONL V—EL/G1BIL/TYDETERMINAT/ON - COMPLETE SECTIONS A, B nd C BELOW

a I he /15/Inc/ors 10 irs 1,0,1,015 10 P ocess Hot,s ellOlC/ Eilglblirty Aopsca lorIs a r,a,iabW Ci “vol ‘She neU,1ul, 1,011

Annual Income Conversion Weekly X 52 Every 2 Weeks X 26 Twice a Month 1< 24 Once a Month

ME S
Per Week Every 2 Weeks Twice a Mon/h Mmmlii Ye/u NUMBER IN HOUSEHOLD

L

ree based on
Reduced based on Denied—Reason

oslo, 0/1111/ [] l1I9lCfll
household s IncOme 0 urconle 100 rIgh

SNA I’ or TA NI )j rllll,Iwfry

rr’lcO 011)1010 6)060611(111

homeless
boise/fold s Income

Non guaIlIylllg SNAP/TAN/°

SlcJiralllre 0/ Octerlrrilllrrcj OfficIal

___________________________________________________________________________

Date _____________—

I

L//eciIof Dor 01 111,5 eppirc:/rlroil
-

fire a//CCI,vc dale ‘‘ray he Irradif mei,oac/,ve hack 101/re /Irsr day lire c/ltd panrdpaies Ill roe CACFP aS 1019 aol occurs Ill lila sOlIrlO rIO/u/I r, w/,,cir lIre clr,IC1 S elIgIbIlIly
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Miss Mona’s Childcare Rates

Childcare Rate (weekly/dailY)

Infants (6wks-14m05) $171/$37

Toddlers (l5mos-2yrS) $163/$35

Two & Three Years $153/$33

Four & Five Years $138/$30



I List Of Things To Bring

Bottles-Filled with water, and marked with child’s

name. Please mark bottle and cap.

Formula & Baby Food-If not using the centers

Diapers-You may bring a large pack if you like. Only

the package of diapers needs to be marked.

Pacifier

Blanket

Extra clothes for cubby

Shoes, coats, sweaters, hats, mittens, etc. for the

appropriate season. We go outside to play and go

for walks, when weather permits.

* Please mark everything with your child’s

name on it. This will help a lot when there is

a sub in the room.


